J7ournal ofmedical ethics, 1987, 13, 117-123 QALYfying the value of life (1) . However, equally clearly, it is also of crucial importance to those treated that the help offered them not only removes the threat to life, but leaves them able to enjoy the remission granted. In short, gives them reasonable quality, as well as extended quantity of life.
A new measure of quality of life which combines length of survival with an attempt to measure the quality of that survival has recently (2) been suggested and is becoming influential. The need for such a measure has been thus described by one of its chief architects: 'We need a simple, versatile, measure of success which incorporates both life expectancy and quality of life, and which reflects the values and ethics of the community served. The "Quality Adjusted Life Year" (QALY) measure fulfils such a role' (3) . This is a large claim and an important one, if it can be sustained its consequences for health care will be profound indeed.
There are, however, substantial theoretical problems in the development of such a measure, and more important by far, grave dangers of its misuse. I shall argue that the dangers of misuse, which partly derive from inadequacies in the theory which generates them, make this measure itself a life-threatening device. In showing why this is so I shall attempt to say something positive about just what is involved in making scrupulous choices between people in situations of scarce resources, and I will end by saying something about the entitlement to claim in particular circumstances, that resources are indeed scarce.
We must first turn to the task ofexamining the QALY and the possible consequences of its use in resource allocation. A task incidentally which, because it aims at the identification and eradication of a life-threatening condition, itself (surprisingly perhaps for a philosophical paper) counts also as a piece of medical research (4), which if successful will prove genuinely therapeutic. There are two ways in which QALYs might be used. One is unexceptionable and useful, and fully in line with the assumptions which give QALYS their plausibility. The other is none of these.
QALYs might be used to determine which of rival therapies to give to a particular patient or which procedure to use to treat a particular condition. Clearly the one generating the most QALYS will be the better bet, both for the patient and for a society with scarce resources. However, QALYs might also be used to determine not what treatment to give these patients, but which group of patients to treat, or which conditions to give priority in the allocation of health care resources. It is clear that it is this latter use which Williams has in mind, for he specifically cites as one of the rewards of the development of QALYs, their use in 'priority setting in the health care system in general' (7). It is this use which is likely to be ofgreatest interest to all those concerned with efficiency in the health service. And it is for this reason that it is likely to be both the most influential and to have the most farreaching effects. It is this use which is I believe positively dangerous and morally indefensible. Why?
III. WHAT'S WRONG WITH QALYS?
It is crucial to realise that the whole plausibility of QALYs depends upon our accepting that they simply involve the generalisation of the 'truth' (8) The idea, which is at the root of both democratic theory and of most conceptions of justice, that each person is as morally important as any other and hence, that the life and interests of each is to be given equal weight, while apparently referred to and employed by Williams plays no part at all in the theory of QALYS. That which is to be given equal weight is not persons and their interests and preferences, but qualityadjusted life-years. And giving priority to the manufacture of QALYS can mean them all going to a few at the expense of the interests and wishes of the many. It will also mean that all available resources will tend to be deployed to assist those who will thereby gain the maximum QALYS -the young. all 'later' branches of medicine. This is because any calculation of the life-years generated for a particular patient by a particular therapy, must be based on the life expectancy of that patient. The older a patient is when treated, the fewer the life-years that can be achieved by the therapy.
It is true that QALYS dictate that we prefer people, not simply who have more life expectancy, but rather people who have more life expectancy to be gained from treatment. But wherever treatment saves a life, and this will be frequently, for quite simple treatments, like a timely antibiotic, can be life-saving, it will, other things being equal, be the case that younger people have more life expectancy to gain from the treatment than do older people.
VII. AGEISM AND AID
Another problem with such a view is that it seems to imply, for example, that when looking at societies from the outside, those with a lower average age have somehow a greater claim on our aid. This might have important consequences in looking at questions concerning aid policy on a global scale. Of course it is true that a society's having a low average age might be a good indicator of its need for help, in that it would imply that people were dying prematurely. However, we can imagine a society suffering a disaster which killed off many of its young people (war perhaps) and which was consequently left with a high average age but was equally deserving of aid despite the fact that such aid would inevitably benefit the old. If QALYS were applied to the decision as to whether to provide aid to this society or another much less populous and perhaps with less pressing problems, but with a more normal age distribution, the 'older' society might well be judged ' A distinction, consideration of which is long overdue, is that between treatments which are life-saving (or death-postponing) and those which are simply lifeenhancing, in the sense that they improve the quality of life without improving life-expectancy. Most people think, and for good as well as for prudential reasons, that life-saving has priority over life-enhancement and that we should first allocate resources to those areas where they are immediately needed to save life and only when this has been done should the remainder be allocated to alleviating non-fatal conditions. Of course there are exceptions even here and some conditions, while not life-threatening, are so painful that to leave someone in a state of suffering while we attend even to the saving of life, would constitute unjustifiable cruelty. But these situations are rare and for the vast majority of cases we judge that life-saving should have priority.
It is important to notice that QALYS make no such distinction between types of treatment. Defenders of QALYS often cite with pride the example of hipreplacement operations which are more QALY-efficient than say kidney dialysis (10) . While the difficulty of choosing between treating very different groups of patients, some of whom need treatment simply to stay alive, while others need it to relieve pain and distress, is clearly very acute, and while it may be that lifesaving should not always have priority over lifeenhancement, the dangers of adopting QALYs which regard only one dimension of the rival claims, and a dubious one at that, as morally relevant, should be clear enough.
There is surely something fishy about QALYS. They can hardly form 'an appropriate basis for health service policy'. Can we give an account of just where they are deficient from the point of view of morality? We can, and indeed we have already started to do so. In addition to their other problems, QALYs and their use for priority setting in health care or for choosing not which treatment to give these patients, but for selecting which patients or conditions to treat, involve profound injustice, and if implemented would constitute a denial of the most basic civil rights. Why is this?
Moral constraints
One general constraint that is widely accepted and that I think most people would judge should govern life and death decisions, is the idea that many people believe expresses the values animating the health service as a whole. These are the belief that the life and health of each person matters, and matters as much as that ofany other and that each person is entitled to be treated with equal concern and respect both in the way health resources are distributed and in the way they are treated generally by health care professionals, however much their personal circumstances may differ from that of others. This popular belief about the values which animate the health service depends on a more abstract view about the source and structure of such values and it is worth saying just a bit about this now.
I. THE VALUE OF LIFE
One such value is the value of life itself. Our own continued existence as individuals is the sine qua non of almost everything. So long as we want to go on living, practically everything we value or want depends upon our continued existence. This is one reason why we generally give priority to life-saving over lifeenhancing.
To think that life is valuable, that in most circumstances, the worst thing that can happen to an individual is that she lose her life when this need not happen, and that the worst thing we can do is make decisicns, a consequence of which, is that others die prematurely, we must think that each life is valuable. Each life counts for one and that is why more count for more. For this reason we should give priority to saving as many lives as we can, not as many life-years (11) .
One important point must be emphasised at this stage. It is not surprising then that the pattern of protections for individuals that we think of in terms of civil rights (14) centres on the physical protection of the individual and of her most fundamental interests. One of the prime functions of the State is to protect the lives and fundamental interests of its citizens and to treat each citizen as the equal of any other. This is why the State has a basic obligation, inter alia, to treat all citizens as equals in the distribution of benefits and opportunities which affect their civil rights. The State must, in short, treat each citizen with equal concern and respect. The civil rights generated by this principle will of course include rights to the allocation of such things as legal protections and educational and health care resources. And this requirement that the State uphold the civil rights of citizens and deal justly between them, means that it must not choose between individuals, or permit choices to be made between individuals, that abridge their civil rights or in ways that attack their right to treatment as equals.
Whatever else this means, it certainly means that a society, through its public institutions, is not entitled to discriminate between individuals in ways that mean life or death for them on grounds which count the lives or fundamental interests of some as worth less than those of others. If for example some people were given life-saving treatment in preference to others because they had a better quality of life than those others, or more dependants and friends, or because they were considered more useful, this would amount to regarding such people as more valuable than others on that account. Indeed it would be tantamount, literally, to sacrificing the lives of others so that they might continue to live (15) .
Because my own life would be better and even of more value to me if I were healthier, fitter, had more money, more friends, more lovers, more children, more life expectancy, more everything I want, it does not follow that others are entitled to decide that because I lack some or all of these things I am less entitled to health care resources, or less worthy to receive those resources, than are others, or that those resources would somehow be wasted on me.
III. CIVIL RIGHTS I have spoken in terms of civil rights advisedly. If we think of the parallel with our attitude to the system of criminal justice the reasons will be obvious. We think that the liberty of the subject is of fundamental importance and that no one should be wrongfully detained. This is why there are no financial constraints on society's obligation to attempt to ensure equality before the law. An individual is entitled to a fair trial no matter what the financial costs to society (and they can be substantial). We don't adopt rubrics for the allocation of justice which dictate that only those for whom justice can be cheaply provided will receive it. And the reason is that something of fundamental importance is at stake -the liberty of the individual.
In health care something of arguably greater importance is often at stake -the very life of the individual. Indeed, since the abolition of capital punishment, the importance of seeing that individuals' civil rights are respected in health care is pre-eminent.
IV. DISCRIMINATION
The only way to deal between individuals in a way which treats them as equals when resources are scarce, is to allocate those resources in a way which exhibits no preference. To discriminate between people on the grounds of quality of life, or QALY, or life-expectancy, is as unwarranted as it would be to discriminate on the grounds of race or gender.
So, the problem of choosing how to allocate scarce resources is simple. And by that of course I mean 'theoretically simple', not that the decisions will be easy to make or that it will be anything but agonisingly difficult actually to determine, however justly, who should live and who should die. Life-saving resources should simply be allocated in ways which do not My position, which he attacks, can be encapsulated in the following three propositions:
1) Health care priorities should be influenced by our capacity both to increase life expectation and to improve people's quality of life. 2) A particular improvement in health should be regarded as of equal value, no matter who gets it, and should be provided unless it prevents a greater improvement being offered to someone else.
3) It is the responsibility of everyone to discriminate wherever necessary to ensure that our limited resources go where they will do the most good.
At the end of the day we simply have to stand up and be counted as to which set of principles we wish to have underpin the way the health care system works.
The rest of Harris's points are really detail and I will deal with them on a subsequent occasion when I have had a chance to study his promised way forward, for that may help to dispel the very serious doubts I hold at present as to whether he realises the grave implications of the position he has adopted. Alan Williams is Professor ofEconomics at the University of York.
